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ABS TRACT
Background: The aim of the study was to determine the effect of alexithymia on
sleep quality and tendency to somatization in patients with depression. 
Methods: Eighty-five patients with depression, who applied to the outpatient unit
of psychiatry, were included in the study. The Beck Depression Inventory (BDI),
Toronto Alexithymia Scale (TAS), Symptom Interpretation Questionnaire (SIQ),
and the Pittsburgh Sleep Quality Index (PSQI) were administered to the patients.  
Results: Depressive patients were divided into two groups: alexithymic patients and
non-alexithymic patients. There were significant differences in scores of BDI,
psychologizing and somatizing subscale of the SIQ and daytime dysfunction
subscale of the PSQI in alexithymic patients.  
Conclusion: It was found that depressive patients have higher levels of alexithymic
features and somatization tendencies in this study.  Moreover, alexithymic patients
have more frequent psychological and somatic attributions and increased loss of
daytime functionality.  (Arc hi ves of Neu ropsy chi atry 2013; 50: 65-69) 
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Introduction

The concept of alexithymia which was described by Sifneos in
1967 for the first time is composed of the word sequence of “a
(lack) -l exis (word) – thymos (emotion)”which means lack of word
for emotions (1). Alexithymia is translated to Turkish as “duygular
için söz yoklu$u” (2). The main characteristics of alexithymia
include decrease in emotional awareness and difficulty in
expressing feelings. These characteristics show variance and take
part in the individual’s life at different levels. Alexithymic
individuals can not establish relationship between emotion and

thought, can not entitle their emotions, live their lives almost like a
robot and have a tendency to extroverted thinking. In addition, they
have difficulty in using body language and look with an
expressionless face even when using words which express their
feelings (3). 

The argument that alexithymia may be involved in the etiology
of psychopathology has become an attractive subject of
investigation. The characterstics of alexithymia have been
investigated especially in disorders where emotions are mainly
involved including psychosomatic diseases and mood disorders as
weel as in studies about many special areas including eating



disorders, panic disorder, social phobia, conversion disorder and
substance dependence (4,5,6). Similarly, alexithymia has been
frequently addressed in patients with a diagnosis of depression
and axiety or in special groups together with depression and axiety
(7,8,9,10). Alexithymia has been associated with focusing on
somatic senses related with somatization and emotional events,
exaggeration or wrong interpretation of disease symptoms (11).
Thus, alexithymia affects the nature of the disease with social
mechanisms and leads to somatic symptoms (12). Occurence of
alexithymic characteristics in individuals is a result of learning
related with the characteristics of socio-cultural environment in
which they live. In other words, if children observe supression or
somatization of emotions in the family or in the environment they
live instead of learning to express their emotions and thoughts, this
predisposes to displaying alexithymic properties (13).

Expression of emotional complaints and psychosocial stress
with physical symptoms is a subject known for centuries and
somatization is defined as displaying of feelings by reflecting them
to the body instead of expression with words (14). In different
cultures, expression of negative feelings is not acceptable and
emotional complaints are expressed by emphasizing on a body
organ and somatization. In this context, each culture has unique
symbols and expression types and they show a consistency in
themselves. For example, menstrual irregularities in women in
South India and cardiac complaints in Iran have been reported as
the main complaints in subjects with major depression (15).
Similarly, pain, malaise, fatigue, dizziness, dyspnea, palpitation,
gastrointestinal complaints, tingling in different parts of the body
and sexual dysfunction are the most commonly reported somatic
complaints in patients with depression (16,17,18). In addition,
similar to depression, axiety disorder also leads to negative
cognitive assessments related with the individual’s health and
causes evaluation of the somatic symptoms as more dangereous,
stimulant and inauspicious. It has been reported that somatization
most commonly accompanies depression and anxiety among
psychiatric disorders (19,20).

According to the attribution theory described by Robbins and
Kirmayer, the person who has some pysical complaints normalizes
these complaints by attributing them to environmental factors
thinking about them in a cause-effect relationship or spiritualizes
them by attributing them to psychological causes or somatizises
them by thinking that they have developed because of a physical
illness (21).

With the aim of better understanding and determining the
concept of alexitymia de facto scales have been developed and
tried to be described with their subscales. Definitions related to the
concept of alexithymia including inability to differentiate emotions
and physical senses by recognising and defining emotions, inability
to communicate with others about emotions, limited imagination
and preference to focus on external events are included in these
scales (22,23).

Although sleep quality is considered as a clinical concept, it is
a complex condition which is difficult to describe and to be
measured objectively.  Impairment of sleep quality is valuable as an
indicator as well as being a symptom in psychiatric disorders.

Hence, the fact that the increased risk of recurrence of the disease
in patients with depression in whom sleep disturbances are
predominant and understanding that sleep disturbance is a factor
which increases suicide attempts independent of the disease
support this  (24). Therefore, it is known that adjustments
addressing also sleep problems in patients with depression lead to
more successful outcomes.

In this study, it was aimed to determine the effect of alexithymia
on tendency to somatization and sleep pattern in patients with a
diagnosis of alexithymia.

Method 

85 patients who presented to Yüzüncü Yıl University (YYU)
Medical Faculty, Research Hospital Outpatient Clinic between
August 2010 and December 2010 for the aim of outpatient
treatment and who were diagnosed as major depression were
included in the study.  The study group was selected from the
patients who presented to the outpatient clinic successively and
who met the study inclusion criteria. The study inclusion criteria
included volunteering, meeting the the diagnostic criteria of major
depression according to DSM-IV classification, not meeting the

Table 1. Socio-demographic properties of the patients

Gender Male 32(%37.6) p=0.96

Female 53(%62.4)

Education Primary school 19 (%22.4) p=0.16

Secondary school 11 (%12.9)

High school 18 (%21.2)

University 27 (%31.8)

Marital status Single 40 (%47.1) p=0.53

Married 42 (%49.4)

Residence Urban 67 (%78.8) p=0.26

Rural 18 (%21.2)

Occupation Officer 22(%25.9)

Employer 15(%17.6) p=0.93

Student 18(%21.2)

Housewife 30 (%35.3)

Table 2. Mean scores of Symptom Interpretation Scale (SIS) according
to the state of alexythmia

Symptom Alexythymic  Non-alexythymic p
Interpretation Scale olan (n=29) (n=56)

Psychological attribution 46.0±7.7 41.0±8.2 0.025*

Physical attribution 39.7±7.2 31.6±9.15 0.001**

Normalizing attribution 37.4±8.04 34.2±9.4 0.117

Number of symptoms 10.7±3.1 9,1±3.1 0.03*

** p<0.01, *p<0.05
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diagnostic criteria of dysrhythmic disorder or depressive disorder
which can not be named otherwise, being older than 18 years of
age and younger than 65 years of age, not having a history of
substance abuse or dependence, not having another psychiatric
disorder other than depression and not having another physical
illness.

The patients were assessed by a psychiatrist and the ones who
met the study inclusion criteria were included in the study after
obtaining consent. The following form and scales were applied in
the patients who constituted the sample.

1. Sociodemographic data form: This form was constituted by
the investigators to obtain information about the age, gender,
education, marital status, occupation and residence of the
patients.

2. The Beck Depression Scale (BDS): This scale measures the
physical, emotional and cognitive symptoms observed in
depression. It is a self-assessment scale including 21 symptom
categories. Its maximum score is 63. The level of the total score
indicates the severity of depression. It was developed by Beck et
al. (25) and a study for the validity and reliability of its Turkish
version was performed by Hisli (26).

3. The Toronto Alexithymia Scale: This is a self-assessment
likert type scale scored between 1 and 5 and composed of 20 items
which evaluates alexithymia which is defined as inability to
recognize one’s emotions and sensations. It has subscales
including difficulty in recognizing one’s emotions (TAS-A), difficulty
in expressing one’s emotions (TAS-B) and extraverted thinking
(TAS-C). High scores indicate high alexithymic level (61 scores and
above ). It was developed by Bagby et al. (27) and a study for the
validity and reliability of its Turkish version was performed by Sayar
et al. (28).

4. The Symptom Interpretation Scale: The original form of this
scale is composed of 13 questions each consisiting of 3 items. Two
modifications were performed in its Turkish version; it was
transformed from quartet likert to quinary likert and 14 questions
were added. Each of the questions is composed of three items
which include the possibility of a physical condition or illness or a
psychological problem or illness or an environmental and
normalizing attribution. It was developed by Robbins and Kirmayer
(21). A study for the validity and reliability of its Turkish version was
performed by Güleç and Sayar (29).

5. The Pittsburgh sleep Quality Index (PUKI): A study for the
validity and reliability of the scale which was developed by Buysse
et al. (30) was performed by A$argün et al. (31). PUKI is a self-
reported scale composed of 19 items which evaluates the sleep
quality and disturbance during the last one month. Each item of the
test is scored between 0 and 3 equally. The scale is composed of 7
subscales which assess the subjective sleep quality, sleep latency,
sleep time, usual sleep efficiency, sleep disturbances, use of
opiates and loss of daytime functionality. The total PUKI score
which ranges between 0 and 21 is obtained by summing up the
scores of the subscales. A total PUKI score above 5 indicates that
the person has inadequate sleep quality with a sensitivity of 89.6%
and a specificity of 86.5% and there is severe impairement in at
least two areas mentioned above or moderate impairement in
three areas.

Statistical Assessment 
The data were assesses using SPSS for Windows 16.0

program. Frequency was used for general distribution of the
variables, student’s t-test was used for numerical variables and chi-
square test was used for categorical variables. The whole group
was divided into two groups as alexithymic and non-alexithymic
according to the TAS 61 cut-off score. A p value of <0.05 was
considered statistically significant.

Results 

The sociodemographic properties and psychometric test
results of the patients included in the study are given in Table 1. A
total of 85 patients with depression 32 of whom were male (37.6%;
mean age: 36.5±4.7) and 53 of whom were female (62.4%; mean age:
38.4±6.4) were included in the study. 40 of these patients were
single (47.1%) and 42 were married (49.4%). No significant
difference was found between the patients in terms of age, gender
and marital status (p>0.05). 

Since the patients with depression would be compared in
terms of interpretation of symptoms and sleep quality according to
the status of alexithymia, they were purposively divided into two
groups as alexithymic and non-alexithymic.

In our study, the mean BDS score was found to be 35.4±5.3 in
alexithymic individuals and 23.0±4.1 in non-alexithymic individuals.
The difference was statistically significant (p<0.01). A significant
difference was also found in the mean BDS scores according to
gender; the BDS scores were found to be higher in women
(p<0.05).

Table 3. Mean PSQI scores of the patients according to the status of
alexythymia

PSQI                                 Alexythymic          Non-alexythymic       p
(n=29) (n=56)

Subjective sleep quality             1.8±0.9 1.75±0.8 0.46

Time to fall asleep                      2.1±1.1 2.08±1.06 0.95

Sleep period                                1.3±1.14 1.2±1.14 0.57

Usual sleep efficiency                1.0±1.3 1.08±1.2 0.76

Sleep disorders                           1.6±0.5 1.5±0.66 0.28

Use of sleeping pills                    0.68±1.16 0.78±1.17 0.72

Loss of functionality at daytime  1.8±0.97 1.3±0.9 0.02*

PSQI total score                           10.6±4.1 9.8±3.9 0.39

*p<0.05

Table 4. TAS-20 sub-scale scores of the whole group according to gender 

TAS-20 sub-scale scores                          Male        Female     p

TAS-A (difficulty in recognizing emotions) 19.3±6.2 19.3±5.7  0.71

TAS-B (difficulty in expressing emotions)   13.9±3.4 15.7±4.5   0.05*

TAS-C (extraverted thinking)                        25.6±8.6 22.9±5.2   0.08

*p<0.05
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Comparison of the two groups according to the symptom
interpretation scale and subscale scores:

When the Symptom Interpretation Scale was divided into 3
subgroups of somatization attribution, psychological attribution and
normalization attribution, it was found that the scores for
psychological attribution, somatization attribution and sypmtom
number were statistically significantly higher in alexithymic
depressive patients compared to non-alexithymic depressive
patients (p<0.05) (Table 2).

Comparison of the two groups according to the Pittsburgh
Sleep Quality Index:

When the alexithymic and non-alexithymic depressive patients
were compared according to PUKI scores, no statistical
significance was found in terms of total score, but alexithymic
individuals were found to have higher scores for daytime
functionality which is a subgoup of this scale (p<0.05) (Tablo 3).

TAS-20 subscale scores of the patients according to gender:
When all patients included in our study were evaluated in

terms of TAS subscales according to gender, difficulty in
expressing feelings was found with a higher rate in female
depressive patients compared to male depressive patients. 

Discussion 

This study was conducted to better describe the potential
relation between somatization, alexithymia and sleep quality which
are substantially important in depressive patients. In this study, it
was found that somatization was observed with a high rate in
depressive patients and this was found with a higher rate in
patients who had difficulty in recognizing and expressing feelings
and loss in daytime functionality was observed with a high rate. 

Depression which is one of the psychiatric disorders on which
the investigations are conducted with the highest rate has recently
been the diagnosis which has been studied frequently in studies
related with alexithymia and it has been investigated if alexithymia
is a characteristic which affects the depressive symptom pattern in
patients with a diagnosis of depression (32). For example,
depressive patients who were evaluated with a request of
consultation in a general hospital and who had a medical condition
were assessed according to alexithymic properties and it was
reported that the alexithymia properties affected the depressive
symptom pattern (33). 

Contradictory results were found in studies which investigated
the relation between alexithymia and somatization. Although
Sifneos reported that alexithymia was also observed commonly in
the psychosomatic disease group, he emphasized that there might
be alexithymic individuals without psychosomatic symptoms
(34,35,36). Bogutyn et al. also reported that somatization was the
most common cause for presentation in individuals with
alexythmic properties (37). It was thought that patients who
somatizised their problems could not verbalize their feelings
because of fixation in the developmental period, use of
pathological defence mechanisma, unconscious conflicts and
experience of traumatic early life events. Sayar et al. reported that
alexithymia was one of the three factors which predicted

somatization symptoms in patients with depression. The other two
factors include anxiety and exaggeration of physical sensations
(38).

In our study, depressive patients were divided into two groups
according to their alexithymic properties and it was found that the
scores for psychological attribution and somatization attribution
subscales were significantly high in the alexithymic group. This
means that patietns with major depression who have difficulty in
recognizing and describing their feelings have physical symptoms
with a higher rate and this is mostly related with psychological and
physical attibution and is not significantly related with normalizing
attribution which is a situational sense related with normal
environmental stimuli.

Physical symptoms in depressive patients have been adressed
in many studies and in various ways, but there are limited number
of data related with the rate of somatic symptoms in patients
diagnosed with depression. The results of our study showed that
physical complaints were observed with a higher rate and number
in patients with a diagnosis of major depression whic was
compatible with the literature (39,40).

In our study, the rate of alexithymia was found to be 34.1% in
depressive patients. In the literature, the rate of alexithymia has
been reported with a rate ranging between 39% and 41% and the
results of our study is compatible with the studies in which
alexithymia was found with a high rate in depressive patients (41).

In addition, presence of a significant relation between
alexithymia scores and BDS scores indicates that alexithymia
increases as the severity of depression increases. Similarly, Taylor
et al. reported that individuals who could not express their feelings
had low self-respect and were dependent people (42). It is
generally thought that there is a positive relation between the
dimension of difficulty in recognizing and describing feelings in
depression and alexithymia. Studies have shown that alexithymic
individuals who experience difficulty in discriminating their
feelings and physical senses have a higher tendency to suicide
which is related with desperation and therefore there is a positive
and strong relation between depression and alexithymia (43). 

Patients who have difficulty in recognizing and expressing their
feeling somatizise their problems in varying ways according to
culture. The results of our study supported this and somatization in
alexithymic individuals was found with a high rate which was
compatible with many studies (44,45). 

When the patients were evaluated using PUKI in terms of
subjective sleep quality, the mean score was found to be 10.1. This
is compatible with the fact that sleep quality is disturbed in
depressive patients. While no significant relation was found
between the toal PUKI score and alexithymia in our study, a
significant relation was found with loss of daytime functionalty
which is one of the 7 components of PUKI. This is important in
terms of showing that individuals who have difficulty in expressing
feelings also experience difficulty in functionality.

Our study has some limitations. The relation found between
alexithymia and depression severity was only valid for the patients
who presented for outpatient treatment and who had mild or
moderate depression. To generalize the study to all patients with
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major depression the findings may need to be supported by
repeating the study in hospitalized patients who might have more
severe depression.

Studies have reported that depression, alexithymia and
somatization are related with each other. The fact that the relation
between sleep quality and efficiency and alexithymia dimensions
or somatic tendencies has not been studied as far as we know
contributes to the value of our study. As we know alexithymia is
related with the general psychopatology level. Therefore, it should
also be noted that our study suggested alexithymia affected
functionality because of interpersonal relations and methods of
handling with stress independent of sleep characteristics. 
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